outlines the story of Isaac Baker Brown and female circumcision. In the 130 years since his downfall much has been written about the tragic events that took place in 1867 but frequently insufficient attention has been given to other matters surrounding the case and to the quality of the man himself.
Baker Brown resigned in 1859 from the consultant staff of St Mary's Hospital, Paddington, eight years after his appointment as the first Surgeon Accoucher to that hospital. It is generally thought that this was to enable him to concentrate on the London Surgical Home which he had helped to found one year previously. It is possible that there were, however, other reasons for his resignation. In the chapter on prolapse in his book Surgical Diseases of Women he wrote 'the number of cases to be detailed might have been considerably extended but some of my case books from St Mary's Hospital were surreptitiously removed and never returned'. In 1858, a year before his resignation, a special meeting of the Medical Committee was held to consider charges brought against Baker Brown by W 0 Markham, Senior Physician to St Mary's. The main accusation was that he had charged a patient £5 for operating on a ruptured perineum and this was not permitted at a voluntary hospital. Baker Brown was able to prove that this was not the case and that the fee was for a previous confinement of the patient. He was exonerated by the Medical Committee but after his resignation that same committee recommended to the Board of Governors that the post of Surgeon Accoucher be abolished.
Baker Brown's downfall began with the publication in 1866 of his book on The Curability of Insanity and Hysteria in Females which detailed 47 cases where clitoridectomy had been performed. The British Medical Journal review was surprisingly scathing, considering Baker Brown's position in the profession (at that time he was president of the Obstetric Society of London) and to the respect accorded to previous accounts of his work in the pages of that journal. Over the next 12 months there followed the extraordinary number of ten editorials referring to Baker Brown all highly critical and attacking the London Surgical Home, his book and him personally. Throughout this time the editorials and correspondence pages of The Lancet remain silent and no comment was made by that journal until after Baker Brown's expulsion when a reasoned editorial appeared. It would seem as if the BMJ had a particular animus towards Baker Brown and it may be more than coincidence that its editor at that time was the same W 0 Markham who had brought the failed accusations against Baker Brown at St Mary's in 1858.
Contrary to popular belief, the London Surgical Home was not just a private nursing home where female mutilation was carried out. Major vaginal surgery, mainly repair of prolapses and vaginal fistulae, was performed there by the seven visiting surgeons on the staff. These included establishment figures from Samaritan Hospital for Women, the Chelsea Hospital for Women and University College Hospital. Their appointments were entirely honorary and patients were charged according to their means. It appears in fact to have been a highly respected institution whose Vice-Presidents included the Archbishop of Canterbury and the Bishop of London. Furthermore, in the first eight years of its existence, over 1,000 different medical men signed the visitor's book with surgeons coming from France, Germany, Russia and the USA to watch the staff operate.
Regarding the infamous meeting of the Obstetric Society which led to Baker Brown's expulsion in April 1867, he himself was not allowed to speak until nearly midnight. although constantly interrupted by jeers, he tried to state that he had challenged the BMJ and the Council of the Society time and time again to investigate his results but to no avail.
What is frequently forgotten in articles recounting this cause cele'bre is the rigid Victorian image of female sexuality endorsed by the middle classes and church establishment. In fact, the Church Times in its review of Baker Brown's book wrote that 'the clergy would be doing a service to their poor practitioners by bringing notice of this successful operation to all medical men'. Furthermore, he was not alone in advocating clitoridectomy for certain mental disorders. It was practised widely by other gynaecologists in Britain, but only individual cases were described. Sir James Simpson from Edinburgh recommended it, as did Sir John Fyfe from Newcastle and also several London doctors. This belief that female genitalia were responsible for hysteria was also widely held on the continent. J M Charcott in France taught that pressure in the region of the ovaries would start an hysterical crisis and that stronger pressure would stop it. He had special ovarian belts made to enable women prone to hysteria to control themselves. I would finally comment on the testimonial presented to Baker Brown three weeks after his expulsion from the Society. This was actually started well before the publication of the book leading to his downfall. The committee planning it was chaired by the President of the Royal College of Physicians and consisted of prominent surgeons from the major hospitals of Sheffield, Leicester, Newcastle, Liverpool, Dublin and London. It paid great tribute to his contribution to medicine; but the presentation was too late and, whilst its flowing terms must have given him some consolation, it did nothing to save him.
The last word in the mystery should rest with that famous gynaecologist from Birmingham, Lawson Tait, who wrote in 1887, 'to this able but most unfortunate surgeon I unhesitatingly award the position of having achieved the second great advance in abdominal surgery he does deserve to rank second in order of English ovariotomists, and went on to state 'the uproar concerning Brown might not have occurred had he not been pursued by a rival as relentless as he was cruel and perseveringa large part of the evidence being furnished from the commonplace book of this rival who seems to have dogged his steps for years'. It was typical of Tait not to tell us what he considered the first great advance in abdominal surgery or whom he considered to be the first in order of English ovariotomists. But even more tantalizing, he does not name the person to whom he refers as being the persecutor of Baker Brown. Was it W 0 Markham or was it one of his surgical or gynaecological colleagues?
Whist Baker Brown was doubtless wrong in advocating his 'harmless operative procedure' I feel this unfortunate figure deserves a far better memorial in medical history than that generally accorded him. outlines the evidence that fever can serve a protective function and recommends that the use of antipyretics should be reviewed. I would like to add one other potential protective action of fever which, being fundamental to the functioning of the immune system, strongly reinforces the need for caution in the prescription of antipyretics. The immune response to an infectious organism can be divided into two phases an initial non-specific phase mediated by monocytes and humoral factors such as monokines (e.g. interleukin 1, tumour necrosis factor and interferon) and a later specific phase mediated by B and T lymphocytes. The former is also referred to as the innate or natural immune response and uses germline genes to recognize microbial substances which endow it with the 'biological wisdom' of evolved responses to infectious organisms1'2. The latter, referred to as the acquired or adaptive immune response, utilizes somatically rearranged genes to generate multiple structural specificities that allow the induction of responses specific to individual infectious organisms 2. It is now clear that these two responses are intimately integrated in the immune response to an infectious organism and several lines of evidence focus on the antigen presenting cells (APCs) as the site of this integrationt-4. One of these lines of evidence is the role of APCs in the induction of tumour-specific T-cell responses in animals immunized with tumour-derived heat-shock proteins (hsps)s. Incubation of APCs (such as macrophages) with exogenously added tumour-derived hsps results in the loading of the class I MHC molecules with tumour-specific peptides that are chaperoned by the hsps4. These results suggest that APCs may be able to utilize the uptake of hsp-chaperoned host-organism-derived peptides for the loading of MHC class I molecules and thus stimulate an organism-specific T-cell response. The elegance of this strategy is that the induction of fever as an innate response to infectious organisms would, by forcing the production of hsps by these microbes, enable the APCs to capture organism-specific peptides directly for the activation of specific T-cells. Furthermore, the magnitude of the synthesis of hsps in response to the heat shock resulting from fever6 would gnarantee the efficacy of this capture and the integration of the biological wisdom of the innate immune response with the structural specificity of the acquired immune responses. The Lady
It was a joy to me to read Dr Geddes' portrait of Dorothy Russell (August 1997 JRSM, pp455-61) because, during much of the later period she covers, I was trying to establish myself as an oral pathologist in the Dental School and was in and out of the Bernhard Baron Institute all the time. I experienced the generosity and understanding readily available beneath the rather austere exteriors of both Hubert Turnbull and Dorothy Russell. In 1971 1 taught for a few months at the newly founded Dental School in Khartoum and, before returning to the UK, I joined a tour of the churches of Ethiopia carved out of the solid rock. One evening we reached the mid-point of the tour and were joined at the hotel by a similar party making the tour in the reverse direction. Dining at a table some distance away were two English ladies: one I recognized from her TV appearances as Baroness Barbara Wootton; the other looked remarkably like Dorothy Russell. By chance, she left the table, and I saw it was indeed she. I got up and stood in her path; as she lifted her eyes to see who was in front of her, I saw astonished recognition slowly turn in uninhibited pleasure; a moment's pause and we opened our arms and she clasped me to her. 'Miles, what are you doing here?' A few words of explanation and she went. The next morning her party had left and I was off in the opposite direction.
I treasure this brief embrace which revealed the real Dorothy Russell within the austere persona she showed the outside world-probably an outer casing unwit-tingly built up to enable her to survive and progress in her subject. A E W Miles 1 Cleaver Square, London SE1 1 DW4, UK Diseases of consciousness In his personal paper (July 1997 JRSM, pp 400-1) Dr Nunn reminds us that certain diseases come and go either because they are no longer manifest or because the name changes or a specific biological cause is found and treated. In the latter instance, some disorders that might have been called diseases of consciousness can now be attributed to a form of mood disorder with symptomatology that may have strong social and cultural determinants.
But depression may not explain all of the illness we see with multiple debilitating symptoms for which no organic explanation can be found. There is a group of patients, whom I once described as suffering from dyscultural anxiety reaction1, who at middle age have experienced trauma or disease. After the organic basis ofthe trauma or disease abates these patients continue to have symptoms and they are unable to return to their previous vocation or lifestyle. Among other troubles they apparently no longer have the skills and ability to cope with the changes in the society in which they now find themselves, but they do not acknowledge this as a major problem. The myriad of specialty consultations and laboratory tests do little to help the physician in managing such patients. This group could well be suffering from diseases of consciousness. I thank Dr Nunn for bringing this concept to our attention. 
Robert L Leon

Helicobacters in Bulgarian children
Helicobacter pylori is a childhood-acquired disease and age of acquisition may determine the outcome. Over the 17 months from November 1994 to July 1996 we endoscoped 173 patients admitted to the Paediatric Regional Hospital, Sofia, Bulgaria, with a history of
